NORTHSIDE COUNSELING ( SUSAN ZIMMERMAN, MA, LCPC
2550 CRAWFORD AVE. ( EVANSTON, IL 60201 ( 773-960-8359 ( FAX 866-606-6451
CLIENT INFORMATION FORM





   Name: _________________________________________       Date of Birth _____________________





   Gender: M / F / T         SSN: ________________________





Please, check boxes below to indicate that it is okay to contact you by these means.





(Address:_______________________________________________________ZIP________________





(Email Address: ______________________________      (Home phone #: _____________________





( Cell Phone #:_______________________________      ( Work phone # ______________________





   Employer name: _____________________________________ City:____________________________





   Partner/Spouse (if applicable):__________________________________             Age______________





   Partnership status: __________________     








Other Treatment Providers:____________________________________________________________





Address _____________________________________________ Phone #:  _____________________





Current medications/dosage: __________________________________________________________





Allergies/ health issues:_______________________________________________________________





Please, bring your insurance card to your first appointment. It is highly recommended that you call the number on the back of your card to verify your plan’s benefit coverage for outpatient behavioral health.





Name of Insured Member:___________________________          Member’s Date of Birth:__________





Insurance Plan: ___________________________________          ID #:__________________________





Mental Health Plan:   _______________________________          Group #:______________________





Address for Claims:____________________________________ Phone #_______________________





Preauthorization Required?    Yes    No        Authorization #____________________ Date__________





Co-pay amount: $________              Co-insurance amount _____%                Sessions/year:________


  


 Deductible amount: $____________   Out of Pocket Maximum $_________       EAP:   Yes  No





 Secondary Insurance: _______________________________      ID #:__________________________

















Emergency Contact : ____________________________  Phone: __________________________








